MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ﬂ63_031473

DEPARTMENT OF PUBLIC HEALTH AND WELFARE
Registration District No _ﬁ Pri Registration District N STATE FILE NUMBER
DO NOT WRITE AMENDED 9 - ~—=—Primary Regi itrict Ne.

ON THIS STUB - -
1. PLACE OF DEATH . 2. USUAL RESIDENCE {(Whera decested lived. If institution: Residence befare

a. COUNTY a. STATE . COUNTY admissl
Butler Missour? Dunklin missfon)
6. COITRY {If outside corporate limity, give TOWNSHIP aniy} Length of stay in 1b . CITY Inside Limits

OR -
TOWN Poplar Bluff 1 hr, Town 622 Center S . Yer Bl Ne

€. FULL NAME QOF & NOT in hospitel, give Jocarip inside Limits o. STREEY i cutside, give ‘tocati Resi
HOSPITAL OR octors ﬁo 5 pl,%al v NeDd ADDRESS {1 cutside, give “tocation) esids on Farm
e L.} ¥Yes [] Neo E

V5 300
Rev. 4/59

Di2g
203N

INSTITUTION

DATE AMENDED

f‘..nmphp] ] ; Missourid

3. NAME OF DECEASED Firsr Middle Last 4, DATE Month
{Type or prinr) —

Dey Year
CONNIE SUE POE COLEMAN tam  August 8 1963

5. SEX 6. COLOR QR RACE 7. Married I Never Married (] {8, DATE OF BIRTH | 9. AGE (last birthday) IF UNDER 1 YEAR | IF UNDER 24 HR

Widowesd [J Diverced [ Months | Days Hour-‘] Min.

Female White Aug.1,194LL 19
10a. USUAL OCCUPATION (Give kind of work done | 10k. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)

otlsewife Cave Girardeau Mo U, S. 4.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME = 14, NAME OF HUSBAND QR WIFE

E\.a Ha,:é W EE? Alma Jackson Poo Ancil Coleman Ma,
15 -DECEASED EVER IN U.S. ARMED FORCES? e NG. 7. INFORMANT Address

(Yes, no,hc:.r:nknownj (If yos, give war ar dates of 'II“S . Alma POe , 622 Center , Campbell ,

18. CAYUSE OF DEATH (Enter only one cause per line for {a), {b), and (c} INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) (@) 4 ;Zg;.) gt
Conditiom, if any, DUE TO (b) _&m - aMQM

which gave rise to
abave ceuse (4],
stating the wunder-
lying couse laat. DUE TO (<]

DOCUMENT

PART Il. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH bur not relstad 1o the terminal PART 1L If decessed was female wa
divease condition given in PART | (a) rhary pragnancy in last 90 days.

' e I O No l O Unknown
. WAS AUTOPSY 20a. ACCIDENT  SUICID| DMDICIDE 0k. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
.!/ a

PERFORMED?
YES O NO

. TIME OF Hour Manth, Day, Year
INJURY a.m. ~

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

p.m.

. INJURY OCCURRED 308, PLACE OF INJURY [e.9., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, streat, office bidg., atc.)
NOT WHILE AT WORK [J

r s
. | attended the deceased From. Mt/(,&" Jﬁ’ o P L &%g’“ saw :::1 alive on
Dasth occurred at .I 0 : 20 - pm on the date stated above, and to the best of my knowledge, from the causes stated.

{Dagree or title) 22b. ADDRESS 22c, DATE SIGNED

etl M. D, Zoime DRy L, Mo

2%c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county) ' (51ake}

r Q6 n Cemetery CamPbell, Missourl
24. FUNERAL DIRECTOR - ADDRESS 25§ATE RECD. BY LOCAL REG. [26. REG|STRAR'S SIGNAT

Landess Funeral Home,Campbell,Mo 19 -/962 »

{Liconsnd Embaimer’s Statsment on Reverse Side}

MEDICAL CERTIFICATION

A

USE BLACK INK
OR
TYPEWRITER RiBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

-

| hereby ceriify that the body whose name is recorded on the reverse side of this certificete was embalmed by me,

or by _ ' Student Embulmer No.__

working under my persanal supervision. - .’ % f g ?
Student i ‘ S:gned zﬁﬂ/

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN"handwriting.

If this body |s not embalmed fact should be so stated above.




